Methods: We performed a retrospective observational cohort study in an urban academic ED. All available records with adult visits during a 1-month period were reviewed. Patients were analyzed by cohort based on whether or not they were initially seen by a concierge physician prior to formal ED evaluation. The theoretical model identified index tests within categories of physician orders rather than an absolute test count. A complete blood count represented blood work, a chest radiograph represented radiographic imaging, Computed axial tomography (CT) and ultrasound were analyzed independently in the most common body regions. Head and abdomen for CT and abdominal and pelvic for ultrasound. The purpose of this analysis was to give equal weight to testing modalities but not over weight for related tests. The unit cost in our analysis was time and not money, so a complete blood count with a basic metabolic panel and cardiac biomarkers did not significantly add additional time to a patient's ED stay and were only counted as one test in our index analysis.
Study Objectives: The study objective was to trial the feasibility of utilizing an admission predictor tool (APT) to identify adult medical patients with a high likelihood of admission at arrival to the emergency department in order to start an expedited admissions process. This was hypothesized to allow for parallel processing of emergency department evaluation concurrently with inpatient bed and team assignment. The tool utilizes only data available at triage (chief complaint, age, and triage category) to predict admission as early as possible during the patient's stay.
Methods: Using a convenience sample of patients who presented to the emergency department of a tertiary care, academic hospital in the southeast United States, the locally developed APT was run on all adult patients (19 years old) with medical chief complaints. Patients with psychiatric and surgical chief complaints such as injury were excluded, as were children. Patients who were identified by the tool as having 85% likelihood admission were considered for early bed request and medical admission team assignment. However, the final decision to admit was ultimately left to the emergency physicians' discretion based on the emergency department (ED) evaluation.
Results: 281 patients met inclusion criteria and an admission predictive score was calculated. The APT using the 85% prediction threshold predicted 24 patients likely to be admitted. Of those 24 patients, 21 (87.5%) were actually admitted. For the majority of the patients predicted for admission by the tool, uncertainty regarding the appropriate level of care (observation, floor, step-down, ICU) and appropriate team assignment (general medicine, cardiology, etc.) precluded initiation of the expedited admission process. For instance, at the time of the study patients with elevated cardiac enzymes were routinely admitted to cardiology exclusively. Study patients who had a chief complaint of chest pain or shortness of breath did not undergo the expedited process until a troponin resulted, even if they were ultimately admitted. Additionally, at our institution observation-level and ICU-level medical inpatients are assigned to distinct medical teams who do not care for floor-level patients. Only one patient had a clear team and level of care needed at triage. This patient underwent the expedited process and had ED boarding time 67 minutes shorter than the average patients admitted to the same team and unit.
Conclusions: Likelihood of admission based on data at triage was accurately calculated by the admission predictor tool. However, acting on this admission prediction for individual patients proved challenging due to the complexity of information needed at our institution in order to assign patients to an admission team and bed. While the trial of this novel approach to identify and process emergency department admission did not succeed at an academic institution, we suspect there still is a role for this approach at facility with an admission process that involves a smaller number of admission teams.
Provider Patient Satisfaction Scores Unaffected by Hallway Patients in the Emergency Department
Gopalsami A, Torbati S/Cedars-Sinai, Los Angeles, CA Study Objectives: Emergency department (ED) satisfaction is decreased among hallway patients when controlling for confounding factors. ED volumes continue to rise across the country and accommodating patients in hallway beds to address crowding and decrease left without being seen rates have become a reality. Pay-forperformance initiatives often tie facility and physician reimbursement to patient satisfaction. Our objective was to study the factors that influence patient satisfaction between patients placed in a room within the ED versus those placed in a hallway (HW) bed.
Methods: The authors performed a retrospective cohort study of all discharged patients who completed an NRC® survey over a 3-month period (SeptemberNovember 2017) at a single quaternary care academic medical center. The focus was on 2 questions: Question 1 was how likely would you recommend this facility to family and friends and Question 2 was overall provider rating, both reported on a number scale from 0 to 10 (worst being 0, best being 10). The numerical responses were classified into binary satisfaction outcomes (9-10 is satisfied versus 0-8 unsatisfied). Multivariable regression was used to study the association between satisfaction outcomes and factors which included roomed versus HW patients, age, sex, race, length of stay (LOS), triage wait times, and emergency severity index (ESI).
Results: A total of 2,576 encounters for 2,528 patients were studied. HW patients accounted for 395 (15%) encounters. Average age of the study population was 47 (std dev 23) and 58% were female. Race breakdown was 65% White, 20% African American, 6% Asian and 9% Other. ESI level 2 accounted for 23% of encounters, level 3 was 47% and level 4/5 was 30%. For Question 1 or overall satisfaction 71% had a satisfied response. For Question 2 or overall provider rating 65% had a satisfied response. Question 1 had an odds ratio for a satisfied response of 0.60 (95% CI 0.47 to 0.78, p¼0.0001) which indicates a 39.6% reduction in the odds of being satisfied for the HW group compared to the bed group, adjusting for the other variables listed above. Respectively, Question 2 had an odds ratio for a satisfied response of 0.81 (95% CI 0.63 to 1.03, p¼0.0854) which indicates a 19.5% reduction. See Table 1 for full regression model and odds ratios for each factor.
Conclusions: Overall patient satisfaction was significantly higher in patients treated in rooms compared to those in the hallway, but no statistically significant difference was noted in overall provider rating. This is an important finding as ED provider groups design future operational and financial reimbursement models. Limitations include single-center study, non-normal distribution of patient rating scores, small study period which may have seasonal differences, and admitted patients were not surveyed.
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